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a b s t r a c t  Resilience refers to the capacity for successful adaptation or 
change in the face of adversity. This concept has rarely been applied to the 
study of distress and depression. We propose two key elements of resilience – 
ordinary magic and personal medicine – which enable people to survive and 
fl ourish despite current experience of emotional distress. We investigate the 
extent to which these elements are considered important by a sample of 100 
people, drawn from a longitudinal study of the management of depression in 
primary care in Victoria, Australia. We also assess how respondents rate per-
sonal resilience in comparison with help received from professional sources. 
Our data are obtained from semi-structured telephone interviews, and ana-
lysed inductively through refi nement of our theoretical framework. We fi nd 
substantial evidence of resilience both in terms of ordinary magic – drawing 
on existing social support and affectional bonds; and in terms of personal 
medicine – building on personal strengths and expanding positive emotions. 
There is a strong preference for personal over professional approaches to 
dealing with mental health problems. We conclude that personal resilience 
is important in the minds of our respondents, and that these elements should 
be actively considered in future research involving people with experience of 
mental health problems.
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Introduction
What is resilience?
Stuart Diver was trapped for 65 hours by tonnes of concrete, following a 
landslide at a ski resort. Hundreds of thousands of people pondered their 
own response in such extraordinary circumstances, as they watched the live 
telecast of his rescue (Diver, 1999). Joe Simpson found himself trapped in 
an ice cave high up in the Andes, with broken bones after a terrible fall, but 
somehow managed to struggle back to base camp (Simpson, 1988). In Life 
of Pi a young boy fi nds himself marooned on a lifeboat in the middle of 
the Indian Ocean, with only a Royal Bengal tiger for company: a voice inside 
him said ‘I will not die, I refuse it. I will make it through this nightmare’ 
(Martel, 2002: 147). Why don’t these people just accept the logic of their 
situation, and simply give up all hope of survival? Human beings, it seems, 
have an amazing capacity to overcome adversity: a sense of resilience.
Resilience, according to the Oxford English Dictionary, is ‘the ability 
to rebound or spring back, the power of something to resume its original 
shape or position after compression or bending’ (OED online). In philo-
sophical terms, it can be understood within Spinoza’s concept of conatus: a 
word variously translated as striving, endeavour, tendency and effort, and 
also with meanings related to power, will, appetite and desire. Spinoza sees 
conatus as the essential attribute of all things, and in particular of human 
beings. It is our striving towards self-maintenance. ‘Each thing, in so far as it 
is in itself, endeavours to persevere in its being’ (Spinoza, 2000: III, 6).
For health researchers, resilience is an interactive concept which refers 
to the capacity for successful adaptation in adversity, the ability to bounce 
back after encountering diffi culties, negative events or hard times (Rutter, 
2006). It includes a sense of self-esteem or self-confi dence, patience and the 
ability to adapt to changing circumstances, humour in the face of diffi culties 
and a belief that problems can be solved (Connor and Davidson, 2003).
In Out of the woods, Stuart Hauser and his colleagues (2006) explore 
the concept of resilience through the narratives of teenagers who have re-
covered from serious psychiatric illness, and gone on to lead fulfi lling lives. 
Three central themes emerge. First, a sense of personal agency, the belief 
that we can infl uence our environment: we try things and learn from them; 
even if they do not go well, we are capable of making purposeful change. 
Second, an inner focus, the ability to handle our own thoughts and feelings, 
coupled with an interest in how our thoughts and minds work. Third is the 
capacity to form caring relationships. These narratives encourage us to 
focus on identifying the seeds of resilience – even when they are shrouded 
in adolescent rebellion – and nurture them as the fi rst signs of strength.
Resilience also has a more profound meaning. It is not just that we can 
survive: we can also expand our psychological resources in the face of 
adversity (Fredrickson, 2003). When things go wrong we have the capacity 
to fl ourish, and come out stronger than we were before. If we take the 
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example of women living in abusive relationships, recovery is not seen as 
returning to ‘normal’ but rather constructing a self (often an activist self) 
built on the experience of having survived such a relationship (Profi tt, 
2000; Harvey et al., 2002; Taylor, 2004). The sense of self can be in either 
a refl ective, internal sense or an external social context. Reclaiming the 
self – often through relating with other women who have shared experi-
ences – may be a stage where women move from surviving to thriving.
Resilience and depression
The many and various factors thought to predispose people to become de-
pressed are frequently described. They include adverse events in childhood, 
certain personality types, the presence of co-existing, personal or family 
history of mental health problems and longstanding physical illnesses. 
Gender (Astbury and Cabral, 2000), social role and environmental factors 
all play their part, and there may also be a genetic element (Caspi et al., 
2003). The things that general practitioners and other health professionals 
are supposed to do to help people diagnosed with depression – including 
prescribing antidepressant medications and providing access to psycho-
logical therapies – have also been voluminously researched and energetic-
ally promoted (NCCMH, 2004).
There has been much less emphasis on understanding the factors which 
affect our resilience to distress, on describing what enables us to survive 
and bounce back (and even fl ourish) despite adversity.
Despite the burgeoning interest in professional and pharmacological 
approaches to building resilience (Nemeroff and Vale, 2005; Richell et al., 
2005), it is important to be aware of the limitations – and even the poten-
tially negative impact – of such interventions. The Cambridge-Somerville 
Youth Study, for example, was launched by Cabot in 1937 to prove that 
‘skilled and directed friendship’ could reduce delinquency in boys. How-
ever, this controlled experiment produced unexpected results, with boys in 
the intervention group having poorer outcomes, including being convicted 
of more crimes. Many explanations have been offered for this paradoxical 
fi nding, but the ideas that the intervention led to learned helplessness or 
reduced the boys’ resilience must be considered as strong possibilities 
(Oakley, 2000). Similarly, interventions for post-traumatic stress disorder 
may cause more harm than good. Single session individual debriefi ng 
neither reduces psychological distress nor prevents the onset of post-
traumatic stress disorder and may increase the risk of post-traumatic stress 
disorder in the long term (Rose et al., 2002). Acknowledging the presence 
and importance of personal resilience, therefore, requires us to recognize 
and voice the limitations of professional intervention.
Our concerns are with the personal elements of resilience. What can we 
ourselves do to maintain a healthy and fulfi lling life, if we are born with 
the short variant of the serotonin transporter gene, subjected to physical or 
sexual abuse as a child or adult, forced to migrate from our home country, 
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live in damp and overcrowded accommodation, become a lone parent or 
develop diabetes?
We suggest an answer with two key elements: ordinary magic, and per-
sonal medicine.
Ordinary magic
We take the view that resilience is not an extraordinary process. For most 
of us it derives from ordinary things, from family love and close friend-
ships, and from positive experiences in the worlds of education and work 
(Masten, 2001). Caring and loving parents, friendships developed as chil-
dren and teenagers and close relationships as adults (whether at home, at 
work or in our social lives) all help us to develop resilience against adver-
sity. Resilience is strongly associated with social support (O’Reilly, 1988), 
the availability of people who perform helpful functions including emo-
tional concern, practical aid and information (Harris et al., 1999). Social 
support acts as a buffer, providing us with protection between adverse 
life events and the likelihood of consequent distress (Brown et al., 1986; 
Alvarez and Hunt, 2005). It can also derive from our social role. Black 
Caribbean women in Britain, for example, tend to normalize distress and 
assume a self-concept that stresses the importance of being a ‘Strong-Black-
Woman’: this maintains psychological well-being, and reinforces notions 
of empowerment (Edge and Rogers, 2005).
Personal medicine
It is not just a question of whether or not we are born with resilience, or 
whether we develop it as a result of what other people do for us, or our de-
fi ned social role. We can also take steps to expand our own, inner resources. 
We can develop our own personal medicine, a range of activities designed 
to give our lives greater meaning and purpose (Deegan, 2005).
If we are not fortunate enough to have experienced strong affectional 
bonds as children, or to have ready-made supportive social networks, we 
can make up for earlier lacks or losses. If our early childhood experiences 
are adverse, much of the resulting damage can be overcome through 
nurturing relationships in adolescence and adult life (Rutter, 1987; Wright 
et al., 2005). Children of depressed people can consciously and success-
fully make their own intimate relationships different from those of their 
parents (Peisah et al., 2004).
In Beyond depression, Christopher Dowrick (2004) proposes an under-
standing of the self that enhances our personal resilience. It involves an 
awareness of ourselves as curious, imaginative persons with an innate desire 
to survive; persons with a sense of geographical and historical place, actively 
involved within a complex set of roles, supports and obligations; persons 
with the capacity to promote and shape our engagement with the world and, 
in conversation with others, to enhance ability to lead purposive, meaningful 
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lives. Our social and conversational networks, our webs of interlocution, 
are important sources of support in time of trouble and enable us to build 
up reserves of strength in the future. Resilience emerges from our exercise 
of ingenuity and imagination, from learning the art of living intelligently 
with misunderstanding, coping with the increasing complexity of other 
individuals and the multiplicity of their moods and engaging in activities 
beyond ourselves. It emerges from our practices and our conversations, in 
which we feel understood and appreciated, and discover new ideas to think 
about, new directions for taking action, new meanings.
Martin Seligman and colleagues have produced a systematic classifi -
cation and measurement of what they consider to be universal strengths 
and virtues. In the process they have identifi ed fi ve key personal strengths 
that are most strongly associated with life satisfaction: hope, zest, curiosity, 
gratitude and love (Peterson and Seligman, 2004). They show how we can 
fi nd signifi cant benefi ts through identifying our own ‘signature strengths’, 
and deliberately using them in new ways (Seligman et al., 2005). Seligman 
(2002) goes on to distinguish three possibilities for positive emotional direc-
tion: the pleasant life, concerned with the gratifi cation of our immediate 
desires and needs; the good life, which involves us in gratifying engage-
ment outside ourselves, whether in work, love or play; and the meaningful 
life, in which we place ourselves in the service of something larger than 
ourselves.
Barbara Fredrickson (2001) encourages us to build on our positive emo-
tions, because our repertoire of thoughts and actions expands as we do so. 
Joy sparks the urge to play, interest sparks the urge to explore, contentment 
sparks the urge to savour and integrate, and love sparks a recurring cycle of 
each of these urges within safe, close relationships. Broadening our minds 
in these ways, whether through play, exploration, savouring or integrating, 
promotes discovery of new and creative actions, ideas and social networks 
which in turn build up our personal resources and provide lasting reserves 
which can be drawn on if life gets diffi cult again.
Our objectives
In this article, we explore the views of people with experience of depres-
sion, with regard to their resilience in the face of adversity.
The principal question we consider is: which elements of personal re-
silience do people with experience of depression consider important in 
enabling them to survive, recover or fl ourish? Specifi cally, we investigate 
the extent of personal resilience expressed by respondents, in terms of 
how they draw on the elements of ‘ordinary magic’, and how they seek to 
generate their own ‘personal medicine’. We also assess how they rate the 
importance of personal resilience, in comparison with help received from 
professional sources.
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Methods
Sampling
The data presented here come from a large longitudinal study of the 
management of depression in primary care, from the state of Victoria in 
Australia (Gunn, 2006). Participants were recruited via a sample of 30 
randomly selected general practitioners (GPs). From each GP, 600 patients 
who had seen their GP for any reason over the previous 12 months were 
randomly selected, then screened for depression via a postal survey, using 
the Center for Epidemiological Studies Depression Scale (CES-D) (Radloff, 
1977). People identifi ed as experiencing symptoms of depression (i.e. 
those scoring 16 or more on the CES-D) were invited into the longitudinal 
study, of whom just under half agreed to do so. About half of those inter-
viewed fulfi lled criteria for recent major depressive disorder (World 
Health Organization, 1997).
Procedure
Study participants completed computer assisted telephone interviews 
(CATI), conducted by trained interviewers, between January and May 
2006. A semi-structured guide was used, which involved discussion of par-
ticipants’ experiences of depression, their views on the causes of distress, 
ways to manage and address depression and distress, forms of social support 
and health service use. Most interviews were one hour long. Responses 
were typed verbatim into a database designed for that purpose. Textual 
data from the fi rst 100 CATI interviews were extracted for the analysis. Of 
these 100 people, 62 were women, 63 came from rural areas, 48 were mar-
ried (and 20 divorced), 23 lived alone, 50 were in paid employment (and 12 
were unable to work due to sickness or disability) and the median age was 
50 years. All interviews were conducted with people speaking English.
In this article we focus on the responses to three questions: ‘When you 
fi rst realized you had an issue with depression, stress and worries, what 
was the fi rst thing you decided to do about it?’ ‘Apart from what you have 
just mentioned, is there anything else that you have tried for depression, 
stress and worries?’ ‘Of everything you have done/ tried, what was the 
most helpful?’
Analysis
The objective of our data analysis was to test our proposed model of per-
sonal resilience by eliciting representations and concepts of resilience 
through identifi cation of provisional primary level constructs (Hayes, 
1994) drawn from the data, and assessing them against our theoretical 
framework. Following transcription, the results of independent analysis 
conducted by RK and CD were compared and discrepancies discussed. 
Through the discussion, operationalized defi nitions were developed and 
refi ned (Stern and Kirmayer, 2004). Categories and subcategories were 
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further developed, assessed against our theoretical framework and refi ned. 
We sought evidence to oppose or disconfi rm our framework. We refer to 
all participants by pseudonym and indicate age.
Ethics
Ethical approval for this study was granted by the University of Melbourne’s 
Human Research Ethics Committee.
Findings
Drawing on ordinary magic
About a third of respondents reported benefi t from their existing affec-
tional bonds and social networks, or from their social roles.
Many people specifi cally mentioned support from one or more members 
of their family, for example ‘I think talking to my wife would’ve been the 
most benefi cial of them all’ (George, 47); ‘Umm … to be honest probably 
my husband and my family’ (Maria, 48).
Many also made explicit reference to helpful friends, for example: ‘being 
able to talk about it with a group of close friends’ (Alice, 27); ‘having 
friends there when I need them most’ (Sara, 35).
A few people reported help from colleagues in work, including one sym-
pathetic boss. The emphasis in this account is on support from others in 
adversity, rather than personal agency:
I just gradually went down hill, I lost a tremendous amount of weight, my work 
performance was down, and my boss noticed and he knew my wife had left me 
and he asked me if I’d thought about suicide and made me promise that I wouldn’t 
do anything in the next few days and arranged for me to see his psychiatrist – his 
father had shot himself in the head, and he recognized what I was going through 
and he knew that I had separated from my wife. I was very lucky to have him 
there at the time. (Mark, 49)
In contrast, one woman found substantial benefi t from her social role as 
a nurse. She did not simply fi nd work as a means of social support, but also 
used her role to help her to get through a period of severe adversity, with 
a combination of personal agency and inner focus.
I started uni, I was a Division 2 nurse, and I’m doing my Division 1, but I had 
planned to do that before my husband died … but I think in my own mind I knew 
I needed to continue that to get through what I was feeling. I needed a focus, I 
was aware of that black pit, that the easiest way for me would’ve been to slip into 
that black pit, but I knew I couldn’t do that. I think for my own sanity, I knew 
that I couldn’t do that. So, to have that focus, and it has worked. (Kate, 46)
Generating personal medicine
Respondents indicated three main aspects of personal medicine, where 
they were actively taking steps to improve their own situation: building on 
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personal strengths, expanding positive emotions and extending affectional 
bonds and social networks.
Personal strengths About one-third of respondents indicated an awareness 
of the importance of their own personal virtues and strengths, and most 
who did so believed that they had the capacity to use these to get better. 
Many of these people said they were able to ‘deal with’ their depression, 
stress or worries on their own.
For some this involved a change in attitudes or cognitions:
Accepting it and dealing with it. Realizing it. (Sally, 21)
Really just get my head together and put myself on a straight line sort of, realize 
that what you’ve got is a problem and you’re gonna have to live with it. You 
see other people that are a lot worse and you think I’m not so bad after all. 
(Adam, 53)
Let yourself feel what you have to, so if you need to cry or shut yourself off or 
want to be on your own, I do it, it doesn’t mean I’m suffering bad depression, 
it’s just an issue I’m going through, it’s an emotion. Like if you need to sleep 12 
hours, sleep it, don’t worry about it, you know, not to be too hard on yourself. 
Doing what Kelly wants to do, I’ll get over it. I’ve learnt to ease off and be less 
rigid. If I don’t want to do something, I won’t do it. It’s been 12 years, and this 
is fi nally … instead of worrying about others, you’re worrying about yourself. 
(Kelly, 37)
While for others it also involved taking direct action:
Tried to straighten up, I know that – my kids were involved and I had to make 
sure that they didn’t get lost in the court f*****g system somewhere, you know 
what I mean? … you know, I was doing a lot of drugs and drinking, and just 
wanted to straighten myself up. (Steven, 56)
Expanding positive emotions About a third of respondents reported 
doing things that were explicit extensions of or changes from their previous 
modes of living, and which actively expanded their positive emotions.
The most helpful would be the change of diet, fresh air and exercise. 
(Christine, 32)
I used to lay on the couch and listen to Mozart. I am a big fan of classical music. 
It really calms me down. (John, 47)
I’ve played sport for all my life, so that’s always, that’s helped. I don’t do sport as 
a specifi c thing to deal with depression, stress or worries. I think that thing that’s 
been solely to deal with it has been the meditation or breathing. Also writing a 
journal. (Sophie, 42)
Well obviously I come from the bush so I just go out and chop away at a heap of 
wood! Seriously. (Andrew, 70)
…just go and ride my motorbike. That’s the best thing for you. (Peter, 42)
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Extending bonds and networks Several respondents described how new 
affectional bonds and social networks were helping them to move forward:
I’ve just got a new grandson and that gives me a positive outlook for the future. 
I’m looking forward to showing him around the farm … I think I’m travelling 
pretty well at the moment. (Brad, 57)
I’ve got a new puppy dog. (Val, 64)
There was little evidence that respondents were building personal 
medicine based on their curiosity and imagination, or increasing (as opposed 
to sustaining) their engagement in social, economic or political spheres, or 
deliberately seeking to create a more meaningful life for themselves. 
Although several respondents spoke about their ‘faith in God’, this was usu-
ally described in terms of the existing support networks available to them.
Personal resilience or professional help?
First actions When asked about ‘the fi rst thing you decided to do’ about de-
pression, stress or worries, the majority of people gave positive responses. 
They were much more likely to look fi rst to personal or informal social 
resources, rather than seeking professional help. Among those whose fi rst 
step was to seek professional help, most said they consulted their GP.
Most helpful actions When asked ‘what was the most helpful’ thing for 
depression, stress or worries, the great majority of people gave clear re-
sponses. Again, there was a clear balance of opinion in favour of the benefi ts 
of personal and informal social resources, rather than professional help.
Almost half of all respondents said that personal and informal resources 
were most helpful to them. They cited lifestyle changes, support from family 
or friends and self-help (including changes in working patterns) to be the 
most important element. Among the minority who thought professional 
interventions were the most helpful, the most commonly cited professionals 
were counsellors and GPs. Medication was also seen as a key independent 
element in recovery. A few people gave equal weight to medication and 
counselling, or to medication and personal or informal resources, while 
some expressed ambivalence or antipathy to antidepressant medication.
Discussion
Summary of fi ndings
There was substantial evidence of resilience among these 100 respondents, 
both in terms of ordinary magic – drawing on existing social support and 
affectional bonds; and in terms of personal medicine – building on per-
sonal strengths and expanding positive emotions. There was less evidence 
that respondents were active in building affectional bonds and support. 
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There was little or no evidence that respondents sought to enhance their 
resilience by expanding their curiosity and imagination, increasing their 
social engagement or creating a more meaningful life. There was a strong 
preference for personal rather than professional approaches to dealing 
with their mental health problems.
Relationship to existing literature
This is the fi rst study to seek direct evidence of personal resilience from 
a primary care sample of people experiencing depressive symptoms. Our 
fi ndings support the models of personal resilience proposed by Seligman 
(personal virtues and strengths) and Fredrickson (expanding positive emo-
tions). They give partial support to the model proposed by Dowrick: there 
is strong evidence here for the importance of our webs of interlocution, 
and social engagement. However, our respondents said little about actively 
building up their inner strengths, or about the generation of new meanings. 
Our fi ndings also resonate with themes identifi ed by Hauser and colle-
agues: generating personal medicine is based on the belief that we can infl u-
ence our environment, and on the practice of trying things and learning 
from them; while an awareness of personal strengths indicates the ability 
for inner focus.
Our respondents were likely to use personal or social resources in the fi rst 
instance to manage their mental health problems. The issue of seeing the 
problem ‘as their own issue’ parallels abused women’s experience (Hegarty 
and Taft, 2001): if a person looks at depression or intimate partner violence 
as being their own problem, then they are inclined to turn fi rst to family, 
friends and personal resources. Even though this was a sample recruited 
through primary care, our respondents tended to view personal and social 
resources as more benefi cial than professional help, perhaps an indication 
that concerns about the stigma associated with professional interventions 
retain potency (Givens et al., 2007).
Study limitations
Our respondents were drawn from a cohort of people who had been in 
recent contact with a general practitioner, and had depressive symptoms at 
the time of screening: that is, people who can be assumed to view primary 
care as a useful means of help. Therefore their views would tend to over-
estimate importance of primary care professional help, in comparison with 
a sample drawn from the community at large.
This is a secondary analysis, as the questions posed in this article were 
not the primary focus of the original research. The specifi c questions used 
in this analysis were posed within a wider context of understanding the 
role of primary care in management of depression.
Our theoretical objective was to test a new model of personal resilience. 
We therefore sought evidence to confi rm and oppose this model, and found 
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both. We did not seek to create or test alternative explanatory frameworks.
Although the interview schedule was semi-structured, our researchers 
were working within tight time constraints and there was limited oppor-
tunity to probe for more extensive answers. It is likely, therefore, that 
these interviews were limited in their ability to generate information on 
more subtle aspects of personal resilience, for example the development 
of curiosity and imagination, or strategies to enhance meaning-making.
Conclusions
Personal resilience is alive and well, and appears to be important in the 
minds of our respondents. The similarity in themes compared with pub-
lished studies provides evidence that we are building an understanding 
of resilience among people with experience of depressive symptoms in 
primary care.
We will use these fi ndings to build an analytic framework which will 
enable us: (a) to undertake a comprehensive analysis of patterns of per-
sonal resilience among the whole of the study baseline sample; and (b) 
to generate a set of predictions about how personal resilience may affect 
outcome, which we will test empirically against the longitudinal follow-up 
fi ndings from this study cohort. For example, we will examine the extent to 
which participants’ views about the causes of depression are related to their 
views about remedies and their sense of personal agency (Karasz, 2005); 
and the extent to which the contrasting ways in which our respondents draw 
upon ordinary magic (e.g. social support versus inner focus) are associated 
with differences in outcome.
We will then use this greater understanding of how personal resilience 
can help people to overcome depressive symptoms to inform future training 
programmes with primary care practitioners. These will focus on enabling 
practitioners to identify sources and types of resilience, and to assist their 
patients to build upon them, rather than take them away.
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